Background: Although associated adverse pregnancy outcomes, no international or Swedish consensus exists that identifies a cut-off value or what screening method to use for definition of gestational diabetes mellitus. This study investigates the following: i) guidelines for screening of GDM; ii) background and risk factors for GDM and selection to OGTT; and iii) pregnancy outcomes in relation to GDM, screening regimes and levels of OGTT 2 hour glucose values. Chi-square and two independent samples t-tests were used. Univariate and multivariate logistic regression analyses were performed. Results: Four screening regimes of oral glucose tolerance test (OGTT) (75 g of glucose) were used: A) universal screening with a 2-hour cut-off value of 10.0 mmol/L; B) selective screening with a 2-hour cut-off value of 8.9 mmol/L; C) selective screening with a 2-hour cut-off value of 10.0 mmol/L; and D) selective screening with a 2-hour cut-off value of 12.2 mmol/L. The highest prevalence of GDM (2.9%) was found with a 2-hour cut-off value of 8.9 mmol/L when selective screening was applied. Unemployment and low educational level were associated with an increased risk of GDM. The OR was 4.14 (CI 95%: 3.81-4.50) for GDM in obese women compared to women with BMI <30 kg/m
Background
Gestational diabetes mellitus (GDM), one of the most common metabolic disorders complicating pregnancy, is defined as any degree of glucose intolerance with onset or first recognition during pregnancy, and that is not considered manifest diabetes mellitus type 2 [1] . Risk factors for GDM are family history of diabetes mellitus type 2 (DM2), previous GDM, macrosomic infant (defined as 4500 grams or more), BMI ≥30 kg/m 2 [2] , unexplained intrauterine fetal death, maternal age ≥35 years, and immigrant status [3] [4] [5] . The results from the Hyperglycemia and Adverse Pregnancy Outcome (HAPO) study show that higher maternal glucose levels are associated with increased macrosomia, caesarean sections and neonatal hypoglycemia [6] . Compared to normoglycemic pregnancies, women with GDM are associated with a seven-fold increased risk of DM2 later in life [7] . Offspring of women with GDM pregnancies have increased risk of obesity, glucose intolerance, and diabetes mellitus in puberty or early adulthood, all conditions included in metabolic syndrome [8, 9] .
The global prevalence of GDM is 7% (1-14% depending on diagnostic tests and the population studied) [10] . Applying the diagnostic criteria of the International Association of Diabetes and Pregnancy Study Group (IADPSG) and the international multi-centre HAPO has demonstrated significant variability of prevalences of GDM among participating countries and even among participating study centres within the same country [11] . From a global perspective, Sweden is considered a low risk country for GDM with an annual prevalence of 1 to 2.6% of this pregnancy-related disorder [12, 13] . There is, however, no international consensus regarding how women should be screened for GDM, whether screening should be undertaken universally, or whether women who present risk factors [14] should undergo screening, i.e. selective screening. This lack of consensus persists even though it is recognized that adverse pregnancy outcomes are associated with GDM and a diagnosis of GDM results in increased medical surveillance for mother and fetus during pregnancy [15] . Therefore, it is impossible to estimate the true prevalence of GDM.
In Sweden, there is no national consensus with respect to GDM screening [16] . The International Association of Diabetes and Pregnancy Study Group (IADPSG) has presented recommendations for thresholds of GDM based on the epidemiological HAPO study [17] , and these recommendations have also been adopted by the World Health Organization (WHO) [18] . The proposed criteria for GDM when using a 75-gram oral glucose tolerance test (OGTT) include a fasting plasma glucose of 5.1-6.9 mmol/L (92-125 mg/dL) or a 1-hour plasma glucose of 10.0 mmol/L (180 mg/dL) or a 2-hour plasma glucose of 8.5 mmol/L (153 mg/dL) [17] .
Antenatal care (ANC) in Sweden is free and currently organized in 43 different areas called Maternal Health Care Areas (MHCA) characterized by geographic boundaries corresponding mainly to the Swedish counties. A consultant obstetrician and a consultant midwife are responsible for the guidelines regarding maternal and fetal surveillance and medical management within each MHCA. National guidelines of surveillance during pregnancy in antenatal care have been suggested by the professional associations of obstetricians and midwives [19] ; however, local guidelines may differ between MHCA [16, 19] . The overall aim of antenatal care in Sweden is to achieve "good sexual and reproductive health for the whole population", a goal that is similar to the WHO's guidelines for sexual and reproductive health. Almost all pregnant women in Sweden register in Swedish antenatal care [19] .
In the Nordic countries, there is a unique opportunity to use population-based national registers for research. Due to these unique personal data registers, data may be linked, and individuals and families can be identified in several generations. The national registers are creating unique possibilities and are a valuable source of information and matrix for clinical trials [20] . The Swedish Maternal Health Care Register (MHCR) is a national health register, and data have been collected since 1999 by midwives in antenatal care. The MHCR underwent a major revision of the included variables between 2007 and 2009, and a new version of the register was launched in 2010. The MHCR is currently monitoring around 85% of all pregnant women (personal correspondence).
There is an ongoing discussion internationally regarding the diagnostics of GDM. However, suggestions of lowering cut-off values for GDM diagnosis, the situation of GDM screening in Sweden has not changed in the last decade and there are several regimes of screening available in clinical practice. Hence, there is an opportunity to study the outcomes of different screening regimes as to add further information to the knowledge of outcomes in relation to screening regimes.
This study, which includes data on deliveries in Sweden from January 1 st 2011 to December 31 st 2012, investigated the following: i) guidelines for screening of GDM; ii) background and risk factors for GDM and selection to OGTT; and iii) pregnancy outcomes in relation to GDM, screening regimes and levels of OGTT 2 hour glucose values.
Methods
This cross-sectional and population-based study uses data retrieved from the Swedish Maternal Health Care Register for 2011 and 2012 in combination with local guidelines for screening of GDM collected from each MHCA in Sweden.
All women, irrespective of single birth or multiple births, with data registered in the MHCR between 2011 and 2012 were included in the study. The coverage of registered deliveries in the MHCR was estimated to be 81% for 2011 and 85% for 2012 (personal correspondence). The following variables retrieved from the MHCR were included in the study: country of origin, maternal age, parity, maternal height, maternal weight, body mass index, smoking, level of education, self-reported health, number of visits to antenatal care, use of professional interpreter at visits in ANC, treatment for psychological ill-health during pregnancy, GDM, OGTT, gestational age, delivery mode, birth weight, small for gestational age (SGA), appropriate for gestational age (AGA), and large for gestational age (LGA) [21] .
Local guidelines for screening of GDM were collected from all MHCA in Sweden (n = 43) through an initial email request between September and October 2012. The e-mail requesting local guidelines was sent to the consultant midwife in each MHCA. The majority of guidelines were collected during the first round. For those MHCA that did not respond to the first e-mail, the consultant midwife in each MHCA was contacted by telephone or by another e-mail. Finally, guidelines for screening for GDM were collected from all MHCA in Sweden. Similarities and differences in the guidelines were compared. All local guidelines for screening GDM were unchanged during the study period (2011 to 2012).
Selective screening for GDM based on risk factors
Since 1990, Sweden has officially used the recommendations developed by the European Association for the Study of Diabetes for screening for GDM. Both universal and selective screening regimes stipulate a 75-g glucose load and the two-hour value of the capillary plasma glucose for the diagnosis. However, there is no national consensus regarding the threshold for definition of GDM in Sweden, so it varies among the different MHCA. Presently, there are two national approaches for screening for GDM: one universal screening approach where all pregnant women are offered an OGTT and one selective screening approach based on specified risk factors in the local guideline. The risk factor approach (i.e., selective screening) is used by approximately 89% of the MHCA in Sweden (personal communication). The risk factors that indicate a need for screening for GDM include family history of diabetes mellitus type 2 (DM2), GDM, macrosomic infant (defined as 4500 grams or more) or stillbirth in previous pregnancy, BMI ≥30 kg/m 2 , and non-European nationality. The risk factors during pregnancy indicating an OGTT are accelerating fetal growth, polyhydramniosis, and elevated random capillary plasma glucose. Both universal and selective screening regimes for the diagnostic procedures stipulate the use of a 75-g glucose load and the 2-hour value of the capillary plasma glucose. One-third of the MHCA also uses fasting glucose as a diagnostic criterion for GDM.
Definitions of background and outcome variables
Maternal age was defined as age at delivery. Parity was defined as total number of deliveries (including the index pregnancy in the register). Maternal height (cm), and maternal weight in early pregnancy (kg) were selfreported by the pregnant woman. Smoking at three months before pregnancy and at the first antenatal visit was reported. Level of education was defined as elementary school, high school, and university. Self-reported health was reported by the woman during early pregnancy and divided into five categories: very good, good, either good or poor, poor, and very poor health. Gestational diabetes mellitus (GDM) was defined as any degree of glucose intolerance with onset or first recognition during pregnancy. The cut-off values -8.9 mmol/L, 10.0 mmol/L, and 12.2 mmol/L -for the diagnosis of GDM were determined by the MHCA. OGTT (75 g 2-two-hour oral glucose tolerance test) was used to diagnose GDM in all parts of Sweden. For analysis, the OGTT glucose values were categorised into two different sets. The first set of categories was as follows: <7.5 mmol/L, 7.5-8.8 mmol/L, 8.1-8.9 mmol/L, 9.0-9.9 mmol/L, 10.0-12.1 mmol/L, and ≥12.2 mmol/L. The second set used the categories defined by IADPSG, which define a normal OGTT as a glucose value of <8.5 mmol/L, GDM (i.e., glucose value) between 8.5 and 11.0 mmol/L, and manifest diabetes mellitus type 2 (i.e., glucose value ≥11.1 mmol/L) [17] . Delivery mode was reported as either as vaginal non-instrumental, vaginal instrumental, elective caesarean section, or emergency caesarean section. Birth weight was reported in grams. In calculations of birth weight, the birth weight of single births were included as well as birth weight of first child of duplex or triplex pregnancy. Small for gestational age (SGA), appropriate for gestational age (AGA), and large for gestational age (LGA) were calculated using Marsal's curve [21] .
Ethical approval from the Ethical Review Board in Umeå was granted 2012 (Dno. 2012-407-3IM).
Statistical analysis
Two-independent samples t-tests were used to test differences of parametric data, and non-parametric twoindependent samples tests were used to test differences of categorical variables. Univariate and multivariate logistic regression analyses were performed and presented with odds ratios (OR) and their 95% confidence intervals (CI) where different models were demonstrated. The population attributable proportion (PAP) was calculated for specified exposures using the formula PAP = p(RR-1)/ [1 + p(RR-1)], where PAP is the proportion of cases in the population that should not have occurred had the exposed had the incidence of the unexposed. Statistical analysis was done using SPSS version 19.
Results
The total sample consisted of 184,183 deliveries (88,140 in 2011 and 96,043 in 2012). Mean maternal age and mean parity at delivery was 30.25 years and 1.8, respectively (Table 1) . Table 1 Table 1 .
Four screening regimes for diagnostics of GDM in Sweden
Nationally, four GDM screening regimes were used between 2011 and 2012, using different capillary plasma glucose values for the diagnosis of GDM. Accordingly, there was no national consensus regarding screening and diagnosis of GDM in Sweden (Table 2) . Four schemes for GDM screening were followed: A) universal screening with a 2-hour cut-off value of 10.0 mmol/L; B) selective screening with a 2-hour cut-off value of 8.9 mmol/L; C) selective screening with a 2-hour cut-off value of 10.0 mmol/L; and D) selective screening with a 2-hour cut-off value of 12.2 mmol/L. The OGTT 2-hour cut-off value of 12.2 mmol/L as diagnosis for GDM in the fourth category was regarded as diagnosis of manifest diabetes mellitus in the majority of the MHCA in Sweden. Most pregnant women (56.8%) in Sweden underwent selective screening of GDM with a 2-hour cut-off glucose value of 10.0 mmol/L. Fewer pregnant women (11.3%) were offered universal screening with the same criteria for diagnosis (10 mmol/L). In total, 88.7% of pregnant women in Sweden underwent selective screening. The background factors family history of diabetes mellitus type 2, previous GDM, macrosomic infant (≥4.5 kg), and BMI >30 kg/m 2 were used by 81% of the MHCA as indicators for OGTT during pregnancy. Other indicators were unexplained intrauterine fetal death, maternal age more than 35 years, and immigrant status. Among the MHCA, only four had immigrant status as an indicator for OGTT. A vast majority of MHCA (81%) used BMI >30 or 35 as an indicator for OGTT. The most prevalent risk indicator for OGTT was elevated random plasma glucose (8.0-9.0 mmol/L), which was presented in all the MHCA using selective screening. Table 2 presents maternal background characteristics, prevalences of OGTT, GDM, and birth weight (mean, minimum, and maximum) in relation to current regimes of screening of GDM between 2011 and 2012. As expected, the prevalence of OGTT was highest (93.6%) in the MHCA that offered pregnant women universal screening of GDM, and the prevalence of OGTT was lowest (6.8%) in the screening category with a 2-hour cut-off value of 12.2 mmol/L as criteria for GDM ( Table 2 ). The lowest prevalence of OGTT was for women younger than 19 years old (17.6%). The highest prevalence was for women 40 years old or older (24.0%) ( Table 1) . As body mass index increased, the prevalence of OGTT increased. The lowest prevalence was for women in the lowest BMI category (BMI < 18.5 kg/m 2 ; 13.6%), and the highest prevalence was for women with a BMI between 35 and 39.99 kg/m 2 (65.7%) and women with BMI 40 or higher (73.3%) ( Table 1 ). The highest prevalence of GDM (2.9%) was found in the areas where selective screening was applied with an OGTT 2-hour value of 8.9 mmol/L as criteria for diagnosis of GDM ( Table 2 ). As shown in Table 1 , the prevalence of GDM increased with increasing values in categories of maternal age, BMI, and parity. Furthermore, the prevalence of GDM increased in women who had a low educational level, who were unemployed, and who rated their health as "either good or poor" or "very poor" compared to women with higher educational level, women who were employed, and women who rated their health as "good or very good" (Table 1) .
Prevalences of OGTT and GDM

Population attributable proportion
To calculate the population attributable proportion, we selected the two screening regimes universal screening "A" (Table 2 ) and selective screening "C" (Table 2 ) (i.e., two categories using the same 2-hour capillary plasma glucose value of 10 mmol/L for diagnosis of GDM). For each screening regime, the PAP for GDM was calculated for the exposures obesity, increased maternal age (i.e., maternal age 35 years or more), and non-Nordic origin. For the screening regime "A", 20%, 14%, and 22% of GDM cases could be attributed to Table 1 Characteristics of subjects and test of difference between specified categories obesity, increased maternal age, and non-Nordic origin, respectively. The corresponding PAPs for screening regime "C" were 31%, 17%, and 19% of GDM cases that could be attributed to obesity, increased maternal age, and non-Nordic origin, respectively.
Maternal characteristics and pregnancy outcomes in relation to screening regimes
Maternal characteristics and pregnancy outcomes such as maternal age, maternal BMI, birth weight, large for gestational age, and small for gestational age are presented in Table 1 Characteristics of subjects and test of difference between specified categories (Continued) Table 1 for the four different screening regimes and in relation to the subcategories of GDM and non-GDM within each screening regime. The levels of maternal BMI among non-GDM cases were similar between regimes with the exception of non-GDM cases in the category where selective screening with a cut-off value of 12.2 mmol/L was applied, which presented a lower BMI-value (Table 3) . Overall, the highest prevalence of
LGA cases (20.6%) was found among women with GDM in the MHCA where selective screening and a 2-hour cut-off value of 12.2 mmol/L for diagnosis of GDM was applied (Table 3) .
Pregnancy outcomes in relation to OGTT 2-hour glucose values
Increasing OGTT 2-hour glucose values were associated with increasing prevalences of adverse pregnancy outcomes such as instrumental vaginal delivery, caesarean section (elective CS as well as emergency CS), and large for gestational age ( (Table 4) . Furthermore, we categorized the OGTT 2-hour glucose values according to the criteria defined by IADPSG and WHO. The same pattern as in Table 4 was seen with increasing prevalences of similar adverse pregnancy outcomes (Table 5) . Table 6 ). The OR for GDM was 4.14 (95% CI 3.81-4.50) for women with obesity compared to women with BMI less than 30. When adjusting for age, country of birth, employment status, and educational level, the OR was moderately changed with an OR of 3.66 (95% CI 3.31-4.01). Women with a non-Nordic origin had more than twice the risk for GDM in relation to women with Nordic origin (Table 6 ).
Gestational diabetes mellitus in relation to maternal characteristics
Pregnancy outcomes in relation to gestational diabetes mellitus
Maternal characteristics and pregnancy outcomes are presented in Table 3 in relation to the four screening regimes and the subcategories of GDM and non-GDM within each screening regime. The maternal BMI was significantly higher for GDM cases compared to non-GDM cases regardless of screening regime category. The highest mean BMI was found for GDM cases exposed to screening regime C (29.22 kg/m 2 ) ( Table 3 ). The prevalence of LGA was significantly higher for GDM cases in all screening regime categories. In relation to non-GDM cases in each screening regime category, the LGA prevalences were more than doubled in screening regimes A and B, more than three times higher in screening regime C, and five times higher in screening regime D (Table 3 ). The highest mean birth weight was demonstrated for GDM cases in screening regime C (3636 g) ( Table 3 ). There was a significantly increased risk of CS delivery in the group of GDM cases compared with non-GDM cases (OR = 1.90, 95% CI 1.74-2.07). However, there was no statistically significant difference between elective CS or emergency CS regarding GDM (p = 0.169).
Large for gestational age in relation to maternal characteristics 
Discussion
Between 2011 and 2012 there was no national consensus regarding screening regimes of GDM in Sweden, and this situation is still prevailing. In this population-based cross-sectional study, we found that four screening and diagnostic regimes of GDM were applied in Sweden. The highest prevalence of OGTT (93.6%) was seen in (mmol/L) n (%) Mean min-max n (%) n (%) Delivery n(%) Delivery n (%) n (%) n (%) n (%) Elective CS Emergency CS (mmol/L) n (%) Mean min-max n (%) n (%) Delivery n (%) Delivery n (%) n (%) n (%) n (%) the MHCA that used universal screening, and the lowest prevalence of OGTT was seen in the MHCA that used selective screening with an OGTT 2-hour cut-off value of 12.2 mmol/L as criteria for GDM. The highest prevalence of GDM (2.9%) was seen in the area where selective screening used an OGTT 2-hour cut-off value of 8.9 mmol/L. Maternal obesity, maternal age more than 35 years, non-Nordic origin, and lower level of education were all prominent risk factors for GDM. Furthermore, these background variables constituted risk factors for
LGA except for women with a non-Nordic origin, resulting in a decreased risk of LGA. Most pregnant women in Sweden underwent selective screening of GDM using different OGTT 2-hour cut-off values for diagnosis. Few Swedish pregnant women (11.3%) were offered universal screening for GDM. In the MCHA with the lowest OGTT 2-hour cut-off value (8.9 mmol/L) as criteria for diagnosis of GDM, the prevalence of GDM was significantly higher (2.9%), compared to areas that used higher OGTT 2-hour cut-off values (10.0 and 12.2 mmol/L; 2.2% and 0.8%) as criteria for GDM diagnosis. Sweden is considered to have a rather low prevalence of GDM (i.e., around 1.4%) [12] . Using the current screening methods and thresholds in Sweden, this study confirmed this level of GDM. Clearly, the "true level" of GDM within a specific setting depends on screening method (universal/general), the criterion for diagnosis of GDM [22] , coverage of OGTT in the targeted population, the OGTT 2-hour cut-off value, and background characteristics of the pregnant population [23] .
The International Association of Diabetes and Pregnancy Study Group (IADPSG) and WHO suggest the following diagnostic criteria and cut-off values for diagnosis of GDM: a fasting plasma glucose of 5.1 mmol/L (92 mg/dL) or a 1-hour plasma glucose of 10.0 mmol/L (180 mg/dL) or a 2-hour plasma glucose of 8.5 mmol/L (153 mg/dL) [18] . Only a minor part (4.7%) of Swedish pregnant women were exposed to a screening regime for diagnosing GDM at a 2-hour plasma glucose of 8.9 mmol/L, which is higher than the cut-off value of 8.5 mmol/L recommended by IADPSG and WHO [17, 18] . Furthermore, more than one quarter of Swedish women underwent selective screening regime with a 2-hour plasma glucose value of 12.2 mmol/L or more, which commonly is graded as manifest diabetes mellitus. We find this selective screening regime unacceptable. The results in our study agree with the findings in the HAPO studies, where increasing 2-hour glucose values are associated with increasing risks for adverse pregnancy outcomes [2, 6] . In fact, a major part of the world has adopted the recommended diagnostic criteria presented by IADPSG and WHO and our suggestion is that Sweden should follow this trend as well.
The resistance to accepting IADPSG and WHO recommendation of using the OGTT 2-hour cut-off values is related to expectations of increased work load for primary health providers due to the demand of followup by health services and the issue of unproven costeffectiveness [24] .
In our study, the highest prevalence of LGA (20.6%) was found in the MHCA where selective screening with a 2-hour cut-off value of 12.2 mmol/L for GDM diagnosis was applied. This high level of LGA differs from the prevalence of LGA in other MHCA where other diagnostic criteria for GDM were applied, such as a 2-hour cut-off value of 10.0 mml/L (universal screening;
LGA prevalence of 10.5%) and selective screening with a 2-hour cut-off value of 8.9 mml/L (selective screening;
LGA prevalence of 10.4%).
This high level of LGA (20.6%) might be explained by undiagnosed glucose intolerance with additional nonexposure to intervention by health care services. This situation is especially noteworthy since the mean maternal BMI (24.11 kg/m 2 ) in this GDM screening regime category was significantly lower (p-value <0.001) compared to the mean maternal BMI in the other categories of GDM screening regimes ( Table 3 ). The non-consensus regarding OGTT 2-hour cut-off values for diagnosis of GDM and the different regimes for screening is consistent with European protocols as a whole, demonstrating inconsistencies in GDM screening practices [23] .
As demonstrated by the HAPO studies, there are continuous associations between maternal glucose levels and increasing birth weight and prevalence of caesarean section [6, 14, 25] . As previously mentioned, our study's results agree with these results and demonstrate increased risks of LGA, instrumental vaginal delivery, and caesarean section in relation to increased levels of OGTT 2-hour glucose values. Increased maternal age as a risk factor for GDM has been reported previously [3, 4] , and our study confirms this association. Low socioeconomic status as a risk factor for GDM has also been reported previously [4] , a finding also confirmed by our study. We suggest that older maternal age and low socioeconomic status should be considered as indicators for performance of OGTT when using a selective screening approach. Adverse pregnancy outcomes such as CS are well known as an adverse pregnancy outcome related to GDM, an association also confirmed by our study where the prevalence of CS increased with increased OGTT 2-hour glucose values. The OR was 1.92 times higher (95% CI 1.75-2.06) for CS compared to vaginal delivery for women with GDM compared to pregnant women without GDM. The same pattern could be seen regarding the risk of LGA. Women of non-Nordic origin presented a significant lower risk for LGA compared to women of Nordic origin (OR 0.75, 95% CI 0.71-0.80) and these findings have been reported previously [26] .
The OR was 1.79 times higher (95% CI 1.15-1.95) for maternal age ≥35 years compared to maternal age <35 years. The importance of including maternal age of 35 years or more as an indicator for OGTT was supported by the PAPs values calculated for GDM for the two screening regimes "A" and "C" (see Results) , showing that 14% vs. 17% could be attributed to maternal age ≥ 35 years.
Obesity is a global epidemic and has become a public health issue due to its association with complications during pregnancy, including significant adverse conditions such as preeclampsia, GDM, LGA, stillbirth, and caesarean section [27, 28] . In our study, obese women had a substantial increased risk of GDM (OR 4.14; CI 95%: 3.81-4.50) compared to normal weight women.
Methodological considerations
The internal validity of data included in the Maternal Health Care Register (MHCR) has been investigated. Unpublished results have shown an overall high coverage of variables and a satisfying quality of a major part of variables included in the register (personal communication). Because the coverage in the MHCR is considered high (81% in 2011 and 85% in 2012; personal communication), we believe the materials to be representative of the population of pregnant women in Sweden. Data on maternal height and maternal weight in the MHCR are mostly self-reported data (personal communication). Underreporting of the true maternal weight (i.e., reporting false lower weight) might have influenced the results, resulting in an underestimation of the prevalence of obesity in the Swedish pregnant population, and accordingly an underestimation of the associations related to BMI. However, we do not consider this situation as a major source of bias.
Ethical considerations
All health national registers in Sweden, including MHCR, comply with the rules and procedures stated by The National Board of Health and Welfare in Sweden. Collection and management of patient data in health systems and health registers are regulated through the Swedish Patient Data Law. Participation in MHCR is voluntarily. Midwives in antenatal care inform pregnant women on the aims and participation of MHCR using the following strategies: a) advertisements in the waiting room at the antenatal clinic, b) written information provided if requested by the pregnant woman, and c) at registration in antenatal care the pregnant woman receives information orally from the midwife on how data are documented in the medical files and in MHCR. In a majority of the MHCA, a pregnant woman completes a form on health issues before registration in antenatal care. Furthermore, the eligible participants receive information that all results will be presented on an aggregated level, so no individual subject can be identified.
Conclusions
There was no consensus regarding screening regimes for GDM in Sweden. Increasing levels of OGTT 2-hour glucose values were strongly associated with adverse pregnancy outcomes. Applying different screening regimes and definitions of GDM in Sweden results in different procedures in clinical management of pregnant women which contributes to unequal health care. Using 2-hour capillary glucose does not follow international recommendations. We therefore suggest that Sweden adopts the recent recommendations outlined by IADPSG concerning the performance of OGTT and the diagnostic criteria for GDM. The results in our study further support that maternal age ≥35 years of age and educational level should be regarded as risk indicators for performance of OGTT during pregnancy.
